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Health Characteristics and Medical Service Use 
Patterns of Sheltered Homeless and
Low-Income Housed Mothers

 

Linda Weinreb, MD, Robert Goldberg, PhD, Jennifer Perloff, MPA

 

OBJECTIVE: 

 

To compare the health characteristics and ser-
vice utilization patterns of homeless women and low-income
housed women who are heads of household.

 

DESIGN: 

 

Case-control study.

 

SETTING: 

 

Community of Worcester, Massachusetts.

 

PARTICIPANTS: 

 

A sample of 220 homeless mothers and 216
low-income housed mothers receiving welfare.

 

MEASUREMENTS AND MAIN RESULTS: 

 

Outcome measures in-
cluded health status, chronic conditions, adverse lifestyle
practices, outpatient and emergency department use and
hospitalization rates, and use of preventive screening mea-
sures. Both homeless mothers and housed mothers demon-
strated low levels of physical and role functioning and high
levels of bodily pain. Prevalence rates of asthma, anemia, and
ulcer disease were high in both groups. More than half of
both groups were current smokers. Compared with the
housed mothers, homeless mothers reported more HIV risk
behaviors. Although 90% of the homeless mothers had been
screened for cervical cancer, almost one third had not been
screened for tuberculosis. After controlling for potential con-
founding factors, the homeless mothers, compared with the
housed mothers, had more frequent emergency department
visits in the past year (adjusted mean, homeless vs housed,
1.41 vs .95, 

 

p

 

 

 

5

 

 .10) and were significantly more likely to be
hospitalized in the past year (adjusted odds ratio 2.22; 95%
confidence interval 1.13, 4.38).

 

CONCLUSIONS: 

 

Both homeless mothers and low-income
housed mothers had lower health status, more chronic health
problems, and higher smoking rates than the general popula-
tion. High rates of hospitalization, emergency department
visits, and more risk behaviors among homeless mothers sug-
gest that they are at even greater risk of adverse health out-
comes. Efforts to address gaps in access to primary care and
to integrate psychosocial supports with health care delivery
may improve health outcomes for homeless mothers and re-
duce use of costly medical care services.
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H

 

omelessness remains a persistent and growing
problem nationwide. A telephone survey of 1,507

household-based participants published in 1994 reported
that 13.5 million (7.4%) of adult Americans had experi-
enced homelessness at some point in their lives.

 

1

 

 Most
agree that homeless families, the majority of which are
headed by women, are increasing in number and now
constitute more than one third of the overall homeless
population.

 

2

 

Numerous reports have described the health care
needs of various homeless subgroups, with most address-
ing the health problems of adult individuals and chil-
dren.

 

3–12

 

 Surprisingly, the literature offers little informa-
tion about the health status and service use patterns of
homeless female heads of household and how their health
and health care patterns compare with those of their
housed counterparts. Although several descriptive reports
and studies on homeless adult individuals have included
female heads of household as part of the sample,

 

3,4,7,10

 

they have not reported specifically on the health needs of
these women. A few studies have examined general
health,

 

9,13,14

 

 reproductive health,

 

15,16

 

 substance abuse,

 

9,11,16–19

 

and other risk behaviors,

 

20,21

 

 among homeless female
heads of household. These studies, however, are limited
by a lack of comparison groups,

 

9,13–16,20,21

 

 small sample
sizes,

 

13,16,17,21

 

 biased samples of service users,

 

14

 

 and lack of
standardized instruments for assessing health status

 

9,13–16

 

and risk behaviors.

 

9,11,16,18,21

 

 No large-scale studies thus
far have examined the health care needs of homeless fe-
male heads of household.

As part of a large epidemiologic study of sheltered
homeless families and poor housed families in Worcester,
Massachusetts,

 

22

 

 data were collected on the physical
health and health service utilization patterns of study
subjects. Trained study staff administered a comprehen-
sive in-person interview to 220 sheltered homeless and
216 low-income housed female heads of household.
Women were questioned about their past and present
health status, history of acute and chronic conditions,
risk behaviors, and access to and use of medical services.
In addition, detailed information about income and hous-
ing, support networks, victimization, and mental health
was collected.

The present study examines the special health needs
of homeless women and how their needs compare with
those of other poor women with dependent children. Un-
derstanding their health needs in a systematic manner
will help us to improve policies for and programmatic in-
terventions in this high-risk population.
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METHODS

Study Population

 

A case-control design was used to recruit a sample of
sheltered homeless families and a comparison group of
low-income housed (never homeless) families in Worces-
ter, Massachusetts. Worcester, located in the central part
of Massachusetts, is the second-largest city in New En-
gland, and has a population of approximately 169,000
(1990 U.S. Census estimates).

In Massachusetts, more than 95% of homeless fami-
lies and families receiving Aid to Families with Dependent
Children (AFDC) are headed by women, so we enrolled
only female-headed families with children under 17 years
of age who were living with their mothers. We used the
U.S. Congress’s definition of “homeless,” which is having
spent more than 7 consecutive nights in a car, abandoned
building, public park, shelter, nonresidential building, or
other nondwelling (Stewart B. McKinney Homeless Assis-
tance Act of 1987, 11301 et seq, 42 USC 1987; amended
1988). Unlike homeless single adults, who are found on
the streets as well as in shelters, homeless families tend
to be limited to shelters.

 

23

 

During the period from August 1992 to July 1995, we
enrolled 220 homeless families from all nine of Worcester’s
emergency and transitional shelters, as well as two welfare
hotels (3.2% of subjects). Hotels are used to house families
when there is a shortage of shelter beds. Study staff asked
all families who had been in a shelter for at least 7 days to
participate in a multisession interview. As the maximum
shelter capacity in Worcester is approximately 70 families,
we enrolled more families as they became homeless. Of the
361 homeless families we approached, 102 refused to par-
ticipate and another 39 dropped out of the study before
completing the interview sessions. Information on the rea-
sons for nonparticipation was not collected. No significant
differences with respect to race, marital status, number of
children, and welfare status were found between women
who completed the study and those who refused. Homeless
women who refused to participate were slightly younger and
less likely to have graduated high school than those who
completed the study. In only a few instances were we unable
to enroll families owing to logistical or confidentiality con-
straints within the shelters. The homeless women who
dropped out of the study (15% of homeless women enrolled)
were similar to survey participants in terms of age, race,
number of children, and ethnicity.

We enrolled a comparison group of 216 families from
never-homeless female-headed households receiving AFDC
who came to the Worcester Department of Public Welfare
(DPW). Although we considered enrolling families from
public housing or neighborhood health clinics, it was de-
cided that AFDC recipients were most representative of
the base population from which homeless cases emerged.
To select a random sample of low-income, never-homeless
women, interviewers (including Spanish-speaking inter-
viewers) were stationed at the DPW office on rotating days

 

of the week. All women who entered the office for a regu-
larly assigned redetermination meeting were approached
and screened for previous homelessness. Although it
would have been ideal to construct a sampling frame, this
was not possible for confidentiality reasons. (Rather, we
capitalized on the routine redetermination meetings, a
random process that was already in place.) Toward the
end of the study, DPW changed the redetermination rules,
at which point we opened enrollment to all women coming
to the DPW, regardless of reason.

A total of 395 women were approached; 148 refused
to participate, and another 31 did not complete the inter-
view series. Housed women who refused to participate
were similar to the study sample with respect to age, mar-
ital status, and number of children. They were signifi-
cantly less likely, however, to have completed high school
and slightly more likely to be Puerto Rican. Compared
with the study sample, housed women who dropped out
during the study (12% of housed women enrolled) were
less likely to have graduated high school but were other-
wise similar. Further detail is provided about the study’s
sampling strategy in previous publications.

 

22

 

Data Collection

 

Women completed four interview protocols in a series
of three to four sessions that lasted a total of approxi-
mately 10 hours. Interview sessions were organized by
topic (e.g., session 1 included demographic, economic,
and support information). The multisession format re-
duced respondent fatigue and allowed time for the inter-
viewers and respondents to establish a relationship.
Homeless women were interviewed in a private space at
each shelter. Housed women completed the interviews in
their homes or at a community-based project office. In-
formed consent was obtained prior to the initial inter-
views. As an incentive to participate in each interview ses-
sion, women received $10 vouchers redeemable at local
stores. The study received approval from the University of
Massachusetts Medical Center Institutional Review Board.

A structured interview was developed to gather informa-
tion about demographic, income, and housing characteris-
tics of subjects. Standardized instruments were chosen on
the basis of their successful use with low-income and minor-
ity populations. When available, existing Spanish versions of
standardized instruments were used. Bilingual and bicul-
tural translators translated all other questions into Spanish.
Given the sensitive nature of some questions, all interview-
ers were female. Interviewers held a bachelor’s or master’s
degree in an applied field such as social work or psychology.
Interviewers received intensive training on all interview seg-
ments. Several interviewers were fluent in Spanish.

 

Main Outcome Measures

 

Health Status. 

 

The 36-Item Short Form Health Status
Survey (SF-36) is a commonly used scale that measures
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self-perceived health status in the past 4 weeks.

 

24

 

 Sub-
scales that we examined were physical functioning (10
items), role functioning–physical (4 items), bodily pain (2
items), and social functioning (2 items). The scores for
each scale range from 0 to 100 with higher scores indicat-
ing better functioning. High internal consistency and dis-
criminant validity for these scales have been shown
across groups with varying clinical problems and sociode-
mographic characteristics.

 

25

 

 Within the Worcester Family
Research project, subscales showed strong internal con-
sistency with the following coefficient 

 

a 

 

values: physical
functioning, .90; role physical, .89; pain, .82; and social
functioning, .73.

 

Service Use and Preventive Practices. 

 

Service use was
measured by three questions that asked study partici-
pants about the number of outpatient visits, emergency
department visits, and medical-related hospitalizations
they had encountered in the past year. In addition, each
woman was asked about the frequency (never to 5

 

1

 

years) of preventive practices, including screenings for
blood pressure, cervical cancer, and tuberculosis. The fre-
quency of HIV testing was determined by a single question
about the number of times the subject had been screened
for HIV. (Women were also asked about their knowledge of
HIV transmission.) To enable us to derive comparisons
with other data services, these questions were adapted
from national surveys and clinical guidelines.

 

26–28

 

Chronic Conditions and Risk Behavior. 

 

Respondents were
asked about the presence of 22 lifetime and current
chronic health condition. Eight current conditions (ane-
mia, asthma, chronic bronchitis, hypertension, cancer,
epilepsy, diabetes, and peptic ulcer) were combined to
create a chronic condition count. Women were also asked
about adverse lifestyle practices (i.e., cigarette smoking,
obesity defined as 

 

.

 

20 lb overweight, intravenous drug
use, or alcohol or substance abuse or dependence). These
lifestyle behaviors were combined to create an indicator of
high-risk practices. Further information gathered included
number of lifetime sexual partners, number of sexual part-
ners in the past 6 months, and whether women had past
sexual partners who were HIV positive. Questions in this
area were derived from national surveys.

 

25,26

 

Mental Health and Violence. 

 

Lifetime and 6-month prev-
alence of Axis I depression, posttraumatic stress disorder,
and alcohol or drug abuse and dependence were assessed
with the Structured Clinical Interview for DSM-III-R, Non-
Patient Version.

 

29,30

 

 Childhood and adult violence victim-
ization was assessed using a contextualized version of the
Conflict Tactics Scale.

 

31

 

Demographic Characteristics. 

 

Background information on
age, race, ethnicity, education, and residential history
was collected using the modified Personal History Form.

 

32

 

The size of each woman’s social support network at the
time of the interview was determined by counting the

number of persons listed in the Personal Assessment of So-
cial Supports (PASS).

 

33

 

 Further description of measures
utilized in this study has been provided elsewhere.

 

22

 

Data Analysis

 

Differences in the distribution of selected characteris-
tics between homeless and housed women were examined
with the use of 

 

x

 

2

 

 and Student’s 

 

t

 

 tests for categorical and
continuous variables, respectively. All tests of statistical
significance were two-tailed. The simultaneous effect of
various potentially confounding variables that might in-
fluence the outcomes examined in the homeless women
as compared with the housed women was controlled for
by means of logistic regression analysis for categorical
variables and linear regression for continuous variables.
The variables controlled for in each of the regression anal-
yses included age, race, income, education, number of
moves in the past 2 years, lifetime prevalence of depres-
sion, posttraumatic stress disorder or alcohol or drug de-
pendence, support network, history of childhood sexual
or physical abuse, and adult violence by an intimate. Ser-
vice use outcomes included hospitalization in the past
year as another covariate. The controlling variables were
included because of the possibility of a priori confounding
by these factors as well as based on the univariate com-
parison of differences in the distribution of these charac-
teristics between homeless and housed women. A 

 

p

 

 value

 

,

 

.15 was used as the criterion for inclusion in the regres-
sion model. Poisson regression was used to confirm the
results of the linear regression models.

 

RESULTS

 

A total of 220 homeless mothers and 216 housed
mothers participated in the study and completed all inter-
view sessions. In examining differences in various sociode-
mographic characteristics between the comparison samples
(Table 1), we found that homeless mothers were signifi-
cantly younger than their housed counterparts and less
likely to have completed a high school education or re-
ceived a general equivalency diploma (GED). Although
both groups were living below the federally established
poverty level, homeless mothers, compared with housed
mothers, had significantly lower annual incomes and
were less likely to have received welfare in the prior year.
More frequent moves during the past 2 years (3.8 vs 1.8,

 

p

 

 

 

, 

 

.001), and fewer nonprofessional supportive relation-
ships (4.0 vs 4.6, 

 

p

 

 

 

,

 

.001), were reported by homeless
mothers than by housed mothers. At the time of the sur-
vey, 13% of homeless women and 5% of housed women
were pregnant (

 

p

 

 

 

, 

 

.005).
The rates of childhood and adult victimization were

high for both the homeless and housed respondents, de-
spite nonsignificant differences between these groups.

 

22

 

 A
majority of women reported severe violence by an adult
partner (63% homeless vs 58% housed). Almost half of
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both groups reported childhood sexual molestation (43%
homeless vs 42% housed), and a large proportion (67%
homeless vs 60% housed) had experienced severe physi-
cal abuse as a child. A significantly greater proportion of
homeless mothers, however, had experienced at least one
of these forms of violence during their lifetime (88%
homeless vs 79% housed, 

 

p

 

 

 

, 

 

.05). For homeless and
housed women, respectively, lifetime prevalence rates of
DSM-IIIR psychiatric disorders were high compared with
those of the general population,

 

22

 

 and were as follows: de-
pression (45% vs 43%), posttraumatic stress disorder
(36% vs 34%), and alcohol or drug abuse or dependence
(41% vs 35%).

In examining health characteristics in the respective
comparison groups (Table 1), the average scores on the
SF-36 subscales are relatively comparable. Relatively high
prevalence rates of asthma, anemia, and ulcer disease
were reported by both homeless women and housed
women. Almost one half of both groups reported the pres-
ence of at least one chronic condition. One quarter of both
homeless women and housed women reported their
health to be fair or poor.

In terms of lifestyle characteristics (Table 1), signifi-
cantly more homeless women reported use of injectable
drugs at some point in the past. In examining the distri-
bution of the lifestyle characteristics studied, 16% of
homeless women reported the presence of three or more
of these factors; 9% of housed women reported that they
engaged in three or more of these lifestyle practices.

Two homeless women (1%) and one housed woman
(.05%) reported that they were HIV positive. Approxi-
mately 10% of homeless women and 6% of housed women
reported that they perceived themselves to be at either
medium or high risk of HIV infection (

 

p

 

 

 

, 

 

.001). Signifi-
cantly more homeless women had received HIV testing in
the past as compared with housed women (

 

p

 

 

 

, 

 

.01). Lev-
els of knowledge about modes of HIV transmission were
high in both groups, with the majority of women stating
that HIV can be transmitted through sexual intercourse
(homeless vs housed, 93% vs 97%) and from a pregnant
woman to her baby (homeless vs housed, 76% vs 81%).

With regard to sexual activity, differences between
homeless and housed women were significant with regard
to average number of lifetime partners (homeless vs

 

Table 1. Sociodemographic and Health Characteristics of Sheltered Homeless Mothers and

 

Low-Income Housed Mothers in Worcester, Massachusetts

 

Characteristics Homeless (

 

n

 

 

 

5

 

 220) Housed (

 

n

 

 

 

5

 

 216)

 

p

 

 Value

 

Sociodemographic characteristics
Mean age, years 26.2 28.5 .001
Race/ethnicity, %

White 32.7 45.4
Puerto Rican 36.8 36.1
Other Hispanic 6.4 6.0 .004
African American 22.7 10.2
Other 1.4 2.3

Mean annual income, $ 7,910 9,988 .001
Education, %

Some or no high school 46.3 36.5
High school graduate/GED 42.8 45.5 .03
Some college 10.8 18.0

SF-36, mean (

 

6

 

SD)
Physical functioning 80.1 (

 

6

 

 3.1) 81.9 (

 

6

 

 3.0) .43
Role functioning–physical 67.9 (

 

6

 

 5.3) 73.7 (

 

6

 

 5.2) .12
Bodily pain 65.9 (

 

6

 

 3.8) 69.7 (

 

6

 

 3.7) .16
Social functioning 74.1 (

 

6

 

 3.2) 77.5 (

 

6

 

 3.6) .17
Chronic conditions, %

Asthma 21.8 23.2 .37
Anemia 20.4 15.0 .10
Chronic bronchitis 5.5 10.0 .37
Hypertension 4.0 8.1 .17
Ulcer 4.4 6.8 .20

Adverse lifestyle practices, %
Current obesity* 28.6 33.3 .29
Current smoking 58.2 53.0 .28
Ever injected drugs 8.3 1.8 .002
Lifetime prevalence of alcohol

or drug abuse or dependence 41.1 34.7 .14

*

 

More than 20 lb overweight.
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housed, 7.2 vs 5.4, 

 

p

 

 

 

, 

 

.05) and in the proportion of
women who had two or more sexual partners during the
past 6 months (homeless vs housed, 14.7% vs 7.4%, 

 

p

 

 

 

,

 

.05). A small number of both groups reported having sex-
ual partners in the past 5 years who were HIV positive
(homeless vs housed, 4% vs 1%, 

 

p

 

 

 

, 

 

.05).
A majority of both groups had received preventive

care recommended for this age group (Table 2).

 

28

 

 Al-
though the majority of the homeless and housed women
had received blood pressure and cervical cancer screening
in the past 2 years, a significant percentage of both
groups had never been screened for HIV or tuberculosis.
Compared with the housed mothers, the homeless moth-
ers were significantly more likely to have received tuber-
culosis screening in the past 2 years.

Service utilization patterns, as measured by emer-
gency department and outpatient visits (Table 3), and
hospitalizations in the past year (Table 2), differed be-
tween homeless women and housed women, with signifi-
cantly higher emergency department and hospitalization
rates seen in the homeless. The higher emergency depart-
ment utilization patterns of homeless women may, in
part, be explained by the significantly lower percentage of
these women who either are able to identify a regular
source of care when sick or have a regular health care
provider (Table 4). Homeless women were more likely than
housed women to receive their medical care at community
health centers and less likely to receive their care at a
physician’s office. Although both groups had high rates of
hospitalization in the past year, the homeless were almost
twice as likely to be hospitalized as their housed counter-
parts. Among homeless women, the main reasons cited
for hospitalization were gastrointestinal illness (13%), res-
piratory illness (13%), and trauma-related causes (13%).
Among housed women, the primary mentioned reasons
for hospitalization were gastrointestinal illness (19%), in-
fectious diseases (19%), genitourinary causes (16%), and
gynecologic-related problems (16%).

Ninety-one percent of homeless women and 90% of
housed women had seen a physician in the past year. Two
thirds of homeless women and half of the housed women

reported that they did not get needed medical care or that
medical care had been delayed in the past year. Barriers
that women encountered in seeking medical care during
the past year are described in Table 4.

Crude and multivariate adjusted risks for categori-
cally defined health outcomes in homeless as compared
with housed women are shown in Table 2. After control-
ling for previously described covariates, homeless women
were significantly more likely than housed women to have
been tested for tuberculosis in the past 2 years. When
controlling for other factors that might affect hospitaliza-
tion rates, homeless women were significantly more likely
to be admitted to the hospital during the past year.

Crude and multivariate adjusted differences in the
SF-36 subscale scores as well as service utilization pat-
terns expressed in a continuous manner were examined
in both groups (Table 3). No significant differences related
to health status were seen between the two groups. There
was a trend for homeless women to report more frequent
emergency department visits than did housed women. A
Poisson regression approach confirmed the linear regres-
sion results with regard to the association of homeless
status and service utilization patterns. Therefore, only lin-
ear regression results are reported.

Because there was a greater proportion of pregnant
women or women who had recently delivered a baby
among the homeless group, which could account for
greater use of outpatient care, we carried out another
subgroup analysis in which we excluded women who were
pregnant at the time of the survey or had delivered a baby
during the prior 12 months. Results of this analysis
showed trends in a similar direction to that observed in
the total study sample with more frequent outpatient vis-
its among the homeless (adjusted mean 

 

5

 

 6.6 visits per
past year) as compared with housed women (adjusted
mean 

 

5

 

 5.0 visits per past year).

 

DISCUSSION

 

This is the first comprehensive epidemiologic study to
examine the health status and service use patterns of

 

Table 2. Frequency Distribution and Multivariate Adjusted Odds Ratios for Categorical Health Outcomes

 

According to Homeless Status

 

Outcome Homeless, % Housed, %
Adjusted

Odds Ratio

 

*

 

95% Confidence
Interval

 

p

 

 Value

 

Presence of high-risk activity

 

†

 

73.0 76.9 0.6 0.47, 1.57 .32
One or more chronic conditions 43.7 44.4 1.07 0.66, 1.72 .99
Blood pressure check in past 2 yr 96.4 95.8 1.5 0.45, 5.00 .51
TB screening in past 2 yr 70.9 52.3 2.31 1.45, 3.69 .001
Pap smear in past 2 yr 89.6 91.2 .82 0.38, 1.77 .61
Tested for HIV 79.6 69.3 1.58 0.94, 2.67 .08
Hospitalized in the past year 15.6 9.0 2.22 1.13, 4.38 .04

*

 

Model adjusted for following covariates: age, race, income, education, number of moves, lifetime prevalence of depression, posttraumatic
stress disorder, alcohol or substance use dependence, network size, and childhood or adult victimization.

 

†

 

Includes obesity, current smoking, intravenous drug use history, and lifetime prevalence of alcohol or drug abuse or dependence.
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sheltered homeless women and low-income housed women
with dependent children. The comparison of homeless
mothers and housed mothers demonstrated important
similarities and noteworthy differences. A higher percent-
age of women in both groups suffered from chronic medi-
cal conditions and limitations in functioning when com-
pared with the general population. The majority of both
homeless women and housed women were cigarette
smokers. Similarly, both groups had experienced extremely
high rates of victimization as children and adults, and
struggled with common posttrauma sequelae including
posttraumatic stress disorder, major depressive illness,
and substance abuse disorders.

 

22

 

 On a variety of health-
related outcomes, however, important differences were
identified between the groups, with homeless mothers re-
porting more HIV risk behaviors, and higher rates of

emergency department use and hospitalization during the
past year.

 

Health Status

 

Among both the sheltered homeless and low-income
housed groups, rates of asthma were more than 4 times
higher, anemia between 6 and 8 times higher, and ulcer
disease, 3 to 5 times higher when compared with a gen-
eral population sample of women under 45 years of age.

 

34

 

Our study appears to demonstrate higher prevalence
rates of anemia and asthma when compared with prior
studies of homeless mothers, though direct comparisons
are impossible owing to differences in how these condi-
tions were classified.

 

9,14

 

 The high comorbidity rates ob-
served in the present study could be the result of biases
in self-reported data; unfortunately, we were unable to
validate women’s self-reports with review of medical
records or by some other means. However, a recent report
described that, if anything, less-educated persons tend to
underreport chronic conditions on health interview sur-
veys.

 

35

 

 The high rates observed in the present study may
reflect, however, the particular characteristics of our study
population and the high degree of poverty and other envi-
ronmental stressors in poor women’s lives.

Although not significantly different from one another,
both groups experienced lower levels of all measured di-
mensions of health status compared with a general popu-
lation sample of women between 25 and 34 years of age.

 

36

 

Homelessness per se did not independently predict poorer
physical health status. However, the housed cohort in this
study had moderate residential instability and equally poor
outcomes in many of the measures of well-being. This may
partly account for why homelessness was not significantly
associated with poor health status.

The health status results are not surprising, given
the high prevalence rates of medical conditions found in
both groups. A disproportionate percentage of homeless
and housed women reported their health status as fair to
poor compared with a national sample of comparably
aged women,

 

27

 

 findings that could, in part, explain the di-

 

Table 3. Crude and Multivariate Adjusted Means for Continuous Outcomes According to Homeless Status

 

Outcome
Unadjusted Means Adjusted Means

 

*

 

Homeless Housed Homeless Housed

 

p

 

 Value†

SF-36 subscales
Physical functioning 80.1 81.9 78.8 81.7 .57
Role functioning–physical 67.9 73.3 70.1 73.7 .68
Bodily pain 65.9 69.7 67.6 69.4 .75
Social functioning 74.1 77.5 75.9 77.7 .67

Service use
Outpatient visits in past year 8.9 6.4 8.5 6.4 .64
Emergency department visits in past year 1.98 0.95 1.41 0.95 .10

*Model adjusted for following covariates: age, race, income, education, number of moves, lifetime prevalence of depression, posttraumatic
stress disorder, alcohol or substance use dependence, network size, and childhood or adult victimization.
†Value based on Student’s t test for multivariate model.

Table 4. Access to Medical Care Among Sheltered 
Homeless Mothers and Low-Income Housed Mothers

Access Variable

Homeless,
 %

(n 5 220)

Housed, 
%

(n 5 216) p Value

Medical insurance 98.6 98.1 .31
Regular source of care 88.6 95.8 .006
Regular provider 85.1 92.8 .01
Site of medical care

Community health center 40.5 32.4 .08
Physician’s office 8.2 19.4 .001
Hospital outpatient clinic 21.8 21.8 .98
Emergency department 3.2 0 .008

Barriers to care/past year
No transportation 28.6 20.4 .05
Unsure where to go 12.7 6.9 .04
Too busy with other things 27.9 14.4 .001
No child care 31.8 17.1 .001
Depressed/not up to going 23.2 10.2 .001
Inconvenient clinic hours 18.2 15.7 .48
Problem getting appointment 12.3 7.9 .19
Wait too long for appointment 25.9 21.8 .31
Nervous or afraid 13.2 8.8 .14
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minished functioning reported. The high rates of child-
hood and adulthood victimization may also explain the
limited functioning reported by women in this study.
Short-term and long-term physical health sequelae of vic-
timization experiences have been described in numerous
reports.37,38

Adverse Lifestyle Practices

The smoking rates that we observed are more than
twice that of the general female population and consider-
ably higher than those found in samples of low-income
populations or ethnic minorities.39,40 The high rates of
smoking may, in part, explain the high prevalence rates of
asthma reported in both groups. The markedly elevated
smoking rates may reflect our study sample’s high rates
of lifetime substance or alcohol abuse or dependence.41

Studies have also suggested an association between
smoking and major depression, another condition with
high prevalence rates in our sample.41 Importantly, alco-
holism and major depression may exert detrimental effects
in smoking cessation efforts.42 Health programs for home-
less and low-income populations should include smoking
cessation as an integral component of care. Success rates
may be enhanced by incorporating treatment strategies for
depression or substance abuse when indicated.

Homeless mothers appear to be at higher risk of HIV
infection than low-income housed mothers. Homeless
mothers were more likely to perceive themselves as being
at medium or high risk of having HIV, a perception that
may reflect their reportedly more frequent high-risk prac-
tices including multiple sexual partners, sexual partners
who were positive for HIV, and a history of intravenous
drug use. It is not immediately clear why homeless moth-
ers are more likely to engage in high-risk behaviors for
HIV. It may be that the disruptiveness of frequent housing
changes and the experience of extreme poverty in the
homeless group increases the likelihood of high-risk prac-
tices. In addition, homeless mothers’ greater isolation
from support networks and more severe victimization his-
tories may lead to despair and erode protective behaviors.
One previous study of homeless minority women, for ex-
ample, demonstrated more high-risk behaviors in women
with more emotional distress and lower self-esteem.20

The extreme poverty, isolation, and residential insta-
bility that are associated with women’s homelessness may
also contribute to relationships in which they are more
economically and socially dependent on men, thereby
making it more difficult to make demands for protective
behaviors. Irrespective of the reasons for the observed dif-
ferences between the groups, HIV prevention and screen-
ing efforts that are geared to the special needs of home-
less mothers should accompany other health and social
service activities for this high-risk group. Interventions
must attend to the realities of homeless mothers’ lives and
strive to diminish their emotional distress, build supportive
relationships, and improve economic self-sufficiency.

Service Access and Utilization

The data revealing good access to a regular provider
and high rates of preventive screening practices for both
groups of women probably reflect the study community’s
well-established and organized system of health care for
low-income and homeless families and may not accu-
rately represent access barriers faced in other communi-
ties. Other studies of low-income women have reported
lower rates of health screening than those observed in
this study population.43 However, housing status still
emerges as a key covariate in distinguishing the groups
with regard to tuberculosis screening and HIV testing.
The homeless group’s greater use of preventive care may
be related to the link with medical services that shelters
provide for women and the greater encouragement they
most likely receive to partake of these services. The fact,
however, that one third of homeless mothers had not
been screened for tuberculosis, despite frequent medical
contacts and preventive guidelines suggesting this mea-
sure,28 highlights the need to educate health providers
about tuberculosis risk among homeless populations.

Service utilization rates appear to be an important
distinguishing feature between sheltered homeless moth-
ers and low-income housed mothers. There was a trend
for homeless mothers to have more frequent emergency
department visits than the housed group even after con-
trolling for other factors that could have, in part, ac-
counted for observed differences in health care utilization.
Although we cannot comment on the nature of the emer-
gency department visits, the fact that homelessness is as-
sociated with more emergency care use, in the context of
most women having a regular source of care, suggests
gaps in access to primary health care services for this
population. Our data demonstrate that homeless moth-
ers, compared with housed mothers, are more likely to re-
port particular barriers, such as lack of transportation, to
the receipt of health care. This could encourage the use of
emergency departments, which offer flexibility and acces-
sibility compared with outpatient settings.

Several other factors could account for these higher
service utilization rates among homeless mothers. Shel-
ters typically link women with local services, perhaps
leading to higher rates of medical care utilization. Even
though the majority of both groups of women reported
having a regular health care provider, the homeless were
less likely to have one, a factor that could lead to greater
use of emergency department care. The stress and dis-
ruption of the homeless experience itself may also con-
tribute to higher service use. For example, delays in re-
ceiving timely services owing to competing demands may
lead to more serious illness and the need for emergency
care. Finally, higher emergency department use by home-
less mothers may suggest that they are experiencing
other health problems that we failed to capture. Homeless
mothers’ higher emergency service utilization may be ap-
propriate to their underlying health problems or, possibly,
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the result of a health system that is overlooking their gen-
uine needs.

Most strikingly, the rate of hospitalization among
homeless mothers was 4 times that of a national sample
of comparably aged women.34 After controlling for poten-
tially confounding variables, homeless mothers were ap-
proximately 2-fold more likely than the low-income
housed mothers to have been hospitalized for a medical
problem in the past year. This high rate of hospitalization
among homeless mothers is cause for concern and impor-
tant to understand in the present era of managed care
and cost containment. Whether these high hospitalization
rates reflect physical health problems that are unique to
this population, or due to stress or other factors associ-
ated with homelessness, cannot be answered by this
study. It is certainly possible among the homeless group
that higher rates of hospitalization reflect a delay in re-
ceiving treatment for diseases early in their course. In ad-
dition, although the majority of women in both groups
failed to escape severe victimization experiences in their
lifetime, the significantly higher cumulative rate of victim-
ization among homeless mothers and its associated men-
tal and physical health sequelae may partially explain
their higher hospitalization rate. Disentangling the rea-
sons for hospitalization among homeless women requires
further analysis in order to develop cost-effective inter-
ventions that will address their needs and ameliorate
their concerns.

 Study Strengths and Limitations

Other researchers have provided descriptive data
about homeless mothers’ physical health,9,11,17,18,44 but
this is the first study to provide an in-depth examination
of health status and medical service use, and to examine
the independent contribution of homelessness to health
and service use after controlling for other variables that
may confound these associations. However, several limi-
tations need to be considered in reviewing the present re-
sults. The sample was drawn from a city with a distinct
ethnic composition that included proportionately more
Hispanics and fewer African Americans than in other cit-
ies.14,45 Thus, the findings can be best generalized to mid-
sized cities with a similar ethnic mix. As mentioned
above, slight differences were noted between the study
sample and women who either refused to participate or
dropped out during the interviews. Although we believe
selection bias was small, this could limit the study’s rep-
resentativeness on measures that were not compared. In
addition, no validation was attempted through review of
medical records or other sources to verify the respon-
dents’ self-reported data. Although unknown, it is un-
likely that these data would be differentially reported ac-
cording to homeless status. The study’s definition of
homelessness also excluded women with extremely short
shelter stays and those who were doubled-up in living ar-
rangements with family and friends. Homeless adult

women living without families, many of whom are moth-
ers who have lost custody of their children, were also not
represented in the sample.

Conclusions

The composite that emerges from this comprehensive
study of sheltered homeless mothers’ and low-income
housed mothers’ health is one of significant illness bur-
den for both groups, particularly when considering their
young age. Even though access to preventive services and
treatment appears good and is probably unique to
Worcester, Massachusetts, both homeless mothers and
low-income housed mothers have serious health condi-
tions and adverse lifestyle practices that place them at
high risk of further adverse health outcomes. Our find-
ings suggest that homeless mothers are at even higher
risk of poor outcomes because they have more HIV risk
behaviors and possibly more illness. The disproportionate
use of emergency department services and hospitalization
by the homeless group points to potential access prob-
lems, as well as serious cost implications, which requires
further study.

The problem of family homelessness, which has been
described for many years, is likely to increase with the re-
cently enacted welfare reform law. Structural changes that
eliminate homelessness through developing increased af-
fordable housing, and improve all low-income mothers’
capacity to earn a livable wage, and have access to child
care, will ultimately be necessary to improve their health
status. In the meantime, the health care setting provides
an important avenue to recognize and respond to home-
less and low-income mothers’ important health needs as
well as the complex range of psychosocial issues that af-
fect their health. Special primary care approaches that
integrate risk reduction and violence intervention strate-
gies while addressing current health problems will most
likely lead to more favorable outcomes in these high-risk
women.
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